Laparotomy: Gangrenous small bowel. Subtotal small bowel resection with end-to-end anastomosis, leaving 60 cm of proximal jejunum and 15 cm of terminal ileum.
Post-operative convalescence was uneventful. She is now on normal diet, and has 2-3 loose stools daily.
Parkinsonism Diagnosed as Postencephalitic in 1930 and 1931 in a Brother and Sister J S Watson MD MRCP (St Benedict's Hospital, Tooting, London SW] 7)
Case 1 S C, man aged 55 Case 2 J C, sister of S C, aged 48 Family history: Third sibling and parentsnil significant. No past history suggestive of encephalitis, except that S C had 'flu' in 1926 (year of last major epidemic of encephalitis lethargica). Both have been inpatients in St Benedict's Hospital since 1954, when their mother died. There has been steady increase in the sister's rigidity, while the brother's is less marked and has not increased since 1947 (20 years after onset).
Case 1
In 1927 at the age of 13, dragging of left foot and stiffness of left leg; 1929, stiffness in right leg; 1930-54, outpatient at West End Hospital for Nervous Diseases where postencephalitic parkinsonism was diagnosed.
1933-34, stiffness began in both arms. He did light work until 1947, when rapid increase of rigidity following pneumonia caused inability to work. He has been confined to a wheelchair ever since. but can still propel himself and transfer to bed and WC.
There has been no change since admission in 1954, except slight tremor and athetoid movements started one year ago. Present condition: Facies not typical but neck and shoulders partially flexed and voice monotonous and reduced in volume. Eyes do not converge and pupils do not react on accommodation, but react slowly to light. Minor parkinsonian tremor of left arm and leg. Also minor athetoid movements of both arms for one year.
Moderate 'lead pipe' rigidity of arms, more severe in legs, with left foot drop. Voluntary movements all present, but slow. Reflexes all normal, except that knee jerks are very brisk and bilateral extensor plantars. Treatment: Benzhexol 10 mg t.i.d. and diphenhydramine 25 mg b.i.d.
Case 2
In 1930, aged 10, movements noticed to be clumsy and slow. 1931, dragging left foot. She was admitted to West End Hospital for Nervous Diseases where postencephalitic parkinsonism was diagnosed, and she attended the outpatient department until 1954. She was able to bicycle to school until aged 16. Thereafter she has not been able to work, but could walk and did shopping till aged 21, since when her limbs became progressively stiffer until she was unable to walk. With prolonged physiotherapy in 1941-42 rigidity decreased and she was walking again, but it has progressively increased since. On admission in 1954 she could still walk slowly in typical flexed posture with partial left foot drop. Rigidity and foot drop continued to increase, in spite of benzhexol 20 mg t.i.d. and orphenadrine, until by 1956 she required a below-knee instrument with toe-raising spring in order to walk. By 1960 extreme bilateral equinovarus contractures and severe rigidity of legs prevented further walking, since when she has been confined to a wheelchair, which she can propel only very slowly and no further than about a dozen yards (12 m). Present condition: Parkinsonian facies and voice. Neck and upper trunk flexed. Normal convergence of eyes and pupil reaction on accommodation but slow reaction to light. Shoulders adducted. Inconstant slight parkinsonian tremor in left hand. Severe 'lead pipe' rigidity of neck and arms with superimposed 'cogwheel' element on left. Gross 'lead pipe' rigidity of legs, with hips in partial flexion, knees in extension and equinovarus contractures of both ankles. Fair range of slow voluntary movements in arms, except in shoulders; no movement in legs. Reflexes all brisk. Plantars: right, no response; left, flexor. Brisk jaw jerk, but tongue and palate move normally. She needs to be lifted on and off bed and WC but can feed herself. (5) Bilateral extensor plantar reflexes in Case I and positive jaw jerk in Case 2, suggesting some pyramidal involvement, which can occur in postencephalitic parkinsonism, but is rare.
These contradictory features and (6) the recent athetoid movements in the arms of Case 1 suggest the possibility of some rare familial degenerative disorder, though athetoid movements have been reported in postencephalitic cases.
Thyroid Carcinoma with Pulmonary Metastases M H Irving FRCS (for R A Payne FRCS) (North Middlesex Hospital, Edmonton, London N18) G B, woman aged 68 The patient had a papillary carcinoma of the thyroid gland removed by hemithyroidectomy in 1940, followed by radium treatment. At the time of the operation there was evidence of pulmonary metastases. These have remained unchanged for years. In 1956 an abdominal mass was found; this was explored the following year and found to be a cellular leiomyoma in the mesentery of the small bowel. In 1965 a carcinoma of the breast was removed. In 1969 a further abdominal mass was found, on this occasion associated with hepatic metastases. Histological examination showed it and the liver metastases to be leiomyosarcoma. At this time a 1311 scan showed uptake in the right lobe of the thyroid and in the pulmonary metastases.
The patient illustrates prolonged survival in the presence of pulmonary metastases from a thyroid carcinoma together with multiple malignancies.
Mr I Burn said that there was a reported relationship between hypothyroidism and malignant disease of the breast; he enquired whether the patient had been hypothyroid at any stage. He also suggested that, despite the previous long-term survival, the presence of hepatic metastases from the neoplasm of the bowel implied a poor prognosis and, for this reason, active treatment of the silent pulmonary metastases from the thyroid carcinoma probably was not justified. Investigations: ESR 36 mm in 1 hour (Wintrobe), all investigations of pyrexia negative. Mantoux test negative. Chest X-ray normal. X-ray of abdomen showed fluid levels in some dilated loops of small bowel, suggesting an inflammatory process.
His fever and abdominal signs remained unchanged.
Laparotomy (21.5.69): A large inflammatory, plastic, cedematous mass involved the whole of the omentum and small bowel, and was studded with multiple tubercles. Biopsy showed typical tuberculous lesions with caseation and giant cells, but Lowenstein culture was sterile.
Treatment: Streptomycin I g daily, PAS 12 g and isoniazid 300 mg per day (Pycasix), pyridoxine 50 mg daily, as an inpatient for three months; continuing as an outpatient, on streptomycin 1 g weekly and isoniazid 100 mg b.d. for a total period of two years.
He made an uneventful recovery from the laparotomy, regained his normal weight and is now back at his normal work.
Case 2 Mr C D, Jamaican, aged 29. Engineer History: Several weeks of increasing girth, weight loss, weakness and latterly vomiting. Back pain on lying down but no abdominal pain.
On examination: Temperature 104°F (40°C). He was very thin. The abdomen was protuberant, with marked ascites, but there was no tenderness and no mass.
Investigations: ESR 22 mm in 1 hour (Wintrobe), all investigations of pyrexia negative. Chest X-ray normal. X-ray of abdomen showed only ascites.
